 Patient Information/HIPAA Privacy Form

Patient Name: ______________________________________________________________ DOB: _____/_______/_____
Address: __________________________________________________________________________________________
City: ______________________________________________________ State: ____________ Zip Code: __________ Last 4 Digits of SS#: ___ ___ ___ ___ Employer: ________________________________________________________ 
Spouse Name: ____________________ DOB: _____/_______/_______ Spouse Phone #(______)__________________
May your spouse receive your medical/appointment information?  YES    NO 
Is your spouse your legal Power of Attorney?  YES    NO
Address to send billing statements to if different than patient address: ____________________________________________________
Phone Numbers:
Home # (_______) _____________________________________________                     Call    Y     N       Leave a Message   Y      N
Cell #    (_______) _____________________________________________                      Call    Y      N      Leave a Message   Y      N
Work #  (_______) _____________________________________ ext.: _____                   Call    Y      N      Leave a Message   Y      N
Can we contact you via the patient portal:   Y N   (Please see a staff member for more information)
Appt Reminder Method: (Circle One ONLY)         Text Message                       Home Phone                      Cell Phone 
			                            Text greencastlefp to 622622 to enroll 

Parent/Legal Guardian Name(s) (only if under age 18):

Mother Name: ___________________________________                      May they receive medical/appointment information?      YES    NO

Mother’s Maiden Name: ___________________________________

Home Phone: __________________________ Cell Phone: ______________________ Work Phone: ________________________

Father Name: ________________________________                            May they receive medical/appointment information?      YES    NO

Home Phone: _________________________ Cell Phone: ________________________ Work Phone: _______________________


Person(s) that we may release medical information to (IF NOT ALREADY LISTED ABOVE):
Name: ___________________________________Relationship: ____________ Phone: (______) __________________
Is this person your legal Power of Attorney? Yes/No (If yes, please supply copy)
--------------------------------------------------------------------------------------------------------------------------------------------------------------------
Name: ___________________________________Relationship: ____________ Phone: (______) __________________
Is this person your legal Power of Attorney? Yes/No (If yes, please supply copy)
--------------------------------------------------------------------------------------------------------------------------------------------------------------------
Name: ___________________________________Relationship: ____________ Phone: (______) __________________
Is this person your legal Power of Attorney? Yes/No (If yes, please supply copy)
Emergency Contact if unable to reach the above listed or if no one is listed above?

Name: _______________________________________ Relationship: ___________________ Phone: (______) ________________

Patient/Parent/Guardian Signature: ______________________________________________ Date: _______________
(Signing the agreement indicates the HIPAA Statement was made available to patient.)  (4/24)
